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Abstract
Objective—To explore disordered eating and eating disorders (ED) in Latino males.
Participants—722 male college students from a larger prevalence study conducted in the
University of Puerto Rico (UPR) system.
Method—Participants were selected from a list of sections of required courses for first-year
students on each campus. Self report instruments were used to explore ED symptoms (EAT-26 &
BULIT-26) and depression (BDI).
Results—Overall, 2.26% scored above the cut-off point on the BULIT-R and 5.08% score above
the cut-off point on the EAT-26. Of the males, 4.43% reported sufficient frequency and severity to
approximate DSM-IV criteria for BN. Depression symptomatology was found in those who scored
above the cut-off point on both instruments of ED.
Conclusion—College health practitioners should be aware of disordered eating in Latino males
and include them in efforts to detect disordered eating behaviors in college students.
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Eating disorders (ED) have been inaccurately stereotyped as a female concern.
Consequently, disordered eating in males remains understudied. Both assessment measures
and diagnostic criteria are typically normed on and designed for women, which may inhibit
detection in males.1, 2 Prevalence estimates indicate that approximately 90% of individuals
with anorexia nervosa (AN) and bulimia nervosa (BN) are female with a lifetime prevalence
of 0.5% for AN and 1–3% for BN.3 Elevated risk for ED in males have been reported in
certain subgroups such as athletes,4 homosexuals 5, 6 and men with histories of childhood
sexual abuse.7 Other factors such as psychiatric comorbidity 8 and personality traits have
been explored 9, 10 as risk factors.
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Historically, EDs were reported in males as early as the late 17th century. The first case of a
male with an ED was described by Morton in his Physiologia or Treatise on Consumptions
in 1694, where Morton concluded that a young man suffered from nervous “consumption”
or what we now refer to as AN.11 The second male case of AN was presented by Robert
Whytt in 1765, who described a 14 year old boy who had symptoms of AN.12
Prevalence estimates of ED in males range between 0.3% and 2.5%, depending on the
sample and the DSM criteria used.13–15 The National Comorbidity Replication Study, a US
nationally representative face-to-face household survey, yielded prevalence estimates of BN
of 1.5% for women and 0.5% for men, the prevalence of binge eating disorder (BED) of
3.5% in women and 2.5% in men, and the prevalence of AN of 0.9% in women and 0.3% in
men.15 International studies concur with these estimates. A study of large cohort of Swedish
twins reported the prevalence of AN to be 1.2% in females and 0.29% in males.16 A
nationwide study of Finnish twins reported a lifetime prevalence of AN in men of 0.24%
with a prevalence in women almost nine times greater.17 Another study with a Canadian
sample using a multistage cluster face-to-face interviews in Ontario reported ED (AN and
BN) in 0.3% of men and 2.1% of women.14
Information on disordered eating and ED among Latino males is scant. In a national
epidemiological survey study of Latinos in the U.S., the estimated lifetime prevalences in
males were: AN (0.03%), BN (1.34%), BED (1.55%) and any binge eating (5.43%).18 A
study conducted by Smith and Krejci 19 found that 12.8% of young Hispanic males engaged
in binge eating at least once a month, 1.7% had engaged in laxative abuse, and 10.7 % said
that they were “never satisfied with their body shape.” In a younger sample, Ayala and
collaborators 20 found that more male children reported dieting than female children and
that an equivalent percentage of both sexes reported a desire to lose weight. They also found
that 6.1% of Latino adolescent males had engaged in compensatory behaviors and 39.4%
had dieted in the last year.20 On the other hand, Ricciardelli and colleagues 21 reviewed 26
studies with males comparing Hispanic Americans and Whites, finding no differences in
body image between both groups. From 16 studies on body image, only one reported that
Hispanic adults have a more positive body image than Whites.21
Epidemiologic studies on disordered eating and ED are also scarce in Latin American
countries. A study with a representative sample of Mexican adolescent students reported a
prevalence of 3.4% of disordered eating,22 whereas the 2006 National Survey on Health and
Nutrition carried out in 10 to 19 year old adolescents reported a disordered eating prevalence
of 0.4% in males.23 Another study conducted in Mexico City with a probabilistic sample
(N=3,005) of 12 to 17 year olds with the Composite International Diagnostic Interview
(CIDI), found a 12 month prevalence of AN of 0.1% and 0.4% of BN in males.24 In a
psychiatric prevalence study conducted in Chile, no cases of ED in males were found in
lifetime and 12-months diagnostic evaluation.25 However, Tapia and Ornstein, 26 using the
EAT-40 in a college sample in Chile, found a 3.5% prevalence of disordered eating in males
and 12.6% in females (n=284). Two different studies conducted in Venezuela with students
aged between 16 and 35 found that .85% 27 and 1.94% 28 of males scored above the cut-off
point on the EAT-40.
ED are prevalent in college populations.29–31 A study of campus-wide mental health
conducted in a large public university in the U.S. reported that ED were among the most
prevalent mental problems with a prevalence of 18–19%.30 ED are not limited to females, as
college males display both ED and disordered eating behaviors 29, 31 and they are
increasingly adopting potentially harmful body image related behaviors.32 In a study of
Australian college males, 21% reported the presence of disordered eating behaviors.29
Mental health problems among college students is one of the growing concerns facing
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college administrators,33 and this is further compounded by underutilization and disparity of
campus mental health services.34
The current study was designed to address the paucity of information in disordered eating
and ED in college Latino males. The goals of this study were: (1) to determine the
prevalence of disordered eating behaviors in a freshman male sample at the University of
Puerto Rico; (2) to describe the characteristics of disordered eating (binge eating, purging,
and other compensatory behaviors) in males; and (3) to compare low and high scorers on
measures of disordered eating on depression and stressful life events in males.
Methods
Participants
The sample comprised 722 male college students from a larger prevalence study conducted
in nine of the eleven campuses from the University of Puerto Rico (UPR) system during the
academic years 2004 to 2006. 35 We excluded 13 participants with missing questionnaire
data. The final sample included in the analysis was 709. The original sample included both
sexes, but for the purpose of the current study, we analyzed data from males only. The UPR
is a public educational system made up of eleven campuses distributed throughout Puerto
Rico, including metropolitan and rural areas. The mean age of the male students was 18.26
years (SD =1.28). The vast majority (96.14%) of the participants were single at the time of
the study.
Instruments
To evaluate ED symptoms, we used two self-report questionnaires; The Bulimia Test-
Revised (BULIT-R); 36 and Eating Attitudes Test (EAT-26).37 The Beck Depression
Inventory (BDI) was used to evaluate depressive symptoms.38 All measures had been
previously used with the Puerto Rican population. In the present study, the BULIT-R had a
Cronbach’s alpha index of 0.89. A cut-off point of 85 is suggested to indicate symptoms of
clinical concern.36 In the present study we used the cut-off point of 91 as suggested in the
cultural adaptation and validation of the BULIT-R in the Puerto Rican college sample.39
For this sample, the EAT-26 had an internal reliability index of 0.77. The cut-off score for
the EAT-26 is a total score of 20. We used the EAT-26 in the present study to identify
disturbed eating patterns associated with restrictive behaviors.
The BDI 38 is a 21-item self-report instrument that assesses the severity of depressive
symptoms. In the current study, the BDI had an internal reliability index of 0.92 using
Cronbach’s alpha. We used a cut-off point of 18 to indicate depressive symptoms of clinical
concern. In addition, the study included a general information sheet to obtain demographic
information, dietary practices, and attitudes regarding weight and stressful life events.
Procedures
The study was coordinated with the Quality of Life Offices at the UPR System. The study
was approved by the Human Subjects Research Committee. A detailed description of the
procedures was presented in a previous publication.35 Briefly, the sample was selected from
a list of sections of required courses for first-year students on each campus. Professors of
each section selected were contacted and asked for permission to distribute a self-
administered questionnaire to their students. Trained interviewers were dispatched and the
questionnaire was distributed to all the students in each section. All questionnaires were
anonymous and all students received a handout that included referrals for professional
services. A waiver for parental authorization was granted by the Human Research
Committee.
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Original source data were collected via self-report questionnaires and were entered to SPSS
data entry builder’s database. SAS/STAT, version 9.2 of the SAS System for Windows 40
was used for the analyses. Descriptive analyses were conducted on demographic and
disordered eating variables. For all statistical tests, p values < 0.05 were considered
statistically significant. The sample was divided in two groups: participants who met the cut-
off points in one or both ED questionnaires constituted the disordered eating group (DE),
and the second group included those individuals who scored below the cut-off points on
both instruments (No-DE). The Pearson Chi-Square test was used to evaluate differences
between groups in disordered eating and life stressful events with categorical outcomes. The
non-parametric Cochran Mantel-Haenszel statistic was used to test group differences in the
variable considered having an ordinal response, namely the BDI score.
Results
Disordered eating behaviors
To determine the prevalence of DE behaviors in the sample a descriptive analysis of primary
outcome measures was conducted. The mean score on the BULIT-R was 48.3 (SD= 15.7)
and for the EAT-26 was 6.6 (SD=7.0). Of the sample, 2.26% (n=16) scored above the cut-
off point on the BULIT-R and 5.08% (n=36) score above the cut-off point on the EAT-26.
We also identified, based on the BULIT-R, those males who reported sufficient symptoms to
meet DSM-IV criteria for BN for binge eating (i.e., frequency and three months or more of
binge eating) and compensatory behaviors. In the sample, 4.43% (n=27) reported sufficient
frequency and severity to approximate DSM-IV criteria for BN.
Information regarding dieting behaviors was collected from the general information data
sheet. A total of 21.33% (n=148) were dieting at the time of the study with the intention to
lose weight and 37.41% (n=260) reported having been on one or more weight loss diets
during the previous year. Using the World Health Organization (WHO) guidelines for
obesity, 37.43% (n=262) of the sample was overweight or obese (BMI ≥ 25.0 kg/m2).
Around one quarter, 25.29% (n=177) evaluated themselves as overweight (25<=BMI<30).
The mean of BMI for the sample was 24.4 kg/m2 (SD=4.8).
Characteristics of disordered eating
Table 1 presents the distribution and comparison of binge eating, purging, and other
compensatory behaviors by group. Significant differences (p<.05) were found in binge
eating and compensatory behaviors (fasting, diuretics and self-induced vomiting). In the DE
group, 34.1% (n=14) reported binge eating behavior at a frequency of once or more per
week in comparison with 9.9% in the No-DE group. Laxative use (> 1× per week) was more
prevalent in the DE group (34.9%) than the No-DE group (3.7%). Self-induced vomiting (1×
per month) was reported in 27.3% of the DE group and 1.9% of the No-DE group.
Depressive symptoms and life stressful events
DE and No-DE groups were compared on secondary outcomes of depressive symptoms and
stressful life events. In the DE group, 30.0% (n=12) scored above the BDI cut-off point of
18 compared with 6.6% (n=41) of the No-DE group (x2(1)=27.83, p<0.05). Defined as a
BDI score ≥ 26, 17.5% of the DE group and 1.8% of the No-ED group scored in the severe
depression range. A detailed distribution on BDI scores by group is presented in Table 2.
Participants were asked about stressful events occurring during the past year of their life. In
the DE group, 63.0% (n=29) reported one or more stressful events compared with 46.7%
(n=308) of the No-DE group (x2(1)=4.62, p<0.05). Death of family member or significant
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other was the most prevalent stressful event in the DE group (37.0%) and was significantly
more common than in the No-DE group (20.1%) (x2(1)=7.36, p<0.05). Breakup of a
relationship was most prevalent in the DE group (26.1%) than in the No-DE (17.1%) but no
significant difference was found (p<0.15). Illness was the other stressful event more
prevalent in the DE (19.6%) and was significantly more common than in the No-DE group
(6.5%) (x2(1)=10.83, p<0.05). See Table 3 for a detailed distribution of stressful events by
groups.
Comment
This study contributes to our understanding of disordered eating and ED in Latino males and
broadens our understanding of college mental health. Of the males studied, 2.26% scored
above the cut-off point on the BULIT-R and 5.08% scored above the cut-off point on the
EAT-26. Moreover, 3.81% reported severity that approximated DSM-IV criteria for BN.
These results are consistent with other studies conducted with Latino population in the U.S.
19, 20, 31 and in Latino countries,22, 26 confirming that disordered eating does affect Latino
males.
Sex differences in the manifestation of body dissatisfaction have been acknowledged.41
Females tend to engage in dieting behaviors to lose weight while males engage in behaviors
to increase muscle mass to build a sculptured body.41 Although 12.36% of our sample
engaged in dieting behaviors to gain weight, we also observed that 65.2% in the DE and
18.2% in the No-DE groups were engaged in dieting behaviors with intention to lose weight.
This finding is consistent with the fact that students in the DE group were in the overweight
range (BMI: 27.3 kg/m2) compared with the No-DE group (BMI: 24.2 kg/m2) which was in
the healthy weight range. As expected, binge eating behavior was more prevalent and severe
(using the frequency by week) in the DE group (34.1%) compared with the No-DE group
(9.9%). This result is comparable to other studies that found that binge eating is the most
common disordered eating behavior reported by Latinos 18 and at greater frequencies than
Whites.21 Compensatory behaviors that are less common in males 2 like purging, misuse of
laxatives, and diuretics were also found in this sample. A review study across different
ethnic groups found that Latinos are more likely to engage in extreme behaviors to lose
weight than Whites.21 Other longitudinal studies with Latinos suggest an increase of
compensatory behaviors in males across time. 22,42 However, issues related to how males
define and conceptualize binge eating and compensatory behaviors have yet to be explored.
In order to fully understand the high prevalence of compensatory behaviors in Latino males,
more in depth qualitative and comprehensive research is required.
One of the factors to be considered in this study is the developmental life stage of the
participants. As freshmen, these students were facing many changes in their lifestyle due to
university entrance. Although moving away from home for university entry was not
significantly different between groups (DE vs. No-DE) and was not commonly listed as a
stressor, repercussions in eating habits as part of participants’ routine and environment
changes should not be overlooked. Other factors such as depression and stressful life events
also influence eating behaviors. More individuals in the DE group reported depressive
symptoms, and when symptoms were reported, they were more severe than in the No-DE
group. We also observed significant differences in stressful life events, particularly in the
death of a family member or significant other and dealing with an illness. Together, these
findings concur with another study of male college students that revealed an association
between disordered eating and depression.13
Our results illustrate the importance of further exploring patterns of disordered eating and
ED in the male college population. ED are associated with considerable psychiatric and
Reyes-Rodríguez et al. Page 5













medical morbidity, often impairing several areas of functioning 15 including academic
achievement. In addition to the medical consequences of ED behaviors, emotional and
psychological repercussions also emerge. ED are commonly associated with depression, low
self-esteem, anxiety, personality and perfectionist obsessive-compulsive traits, disturbances
in social functioning, and suicide attempts.43 Moreover, ED have been found to be a
significant predictor of anxiety disorders and self-injury in the college population.30
This study has several limitations. First, the EAT-26 has not been validated for use in Puerto
Rican Latino males. Although both instruments (EAT-26 and BULIT-R) were adapted in
Puerto Rico college students of both sexes and the BULIT-R was validated on both sexes,
the EAT-26 validation process for males was not accomplished due to the lack of male
clinical sample.44 Second, the data were obtained by self report measures and no diagnostic
interview was conducted to corroborate disordered eating and ED behaviors. Although a
definition sheet of binge eating was provided and explained before administration, a clinical
interview is desirable for an accurate assessment of binge eating and other eating disorders
behaviors. Third, differences between Puerto Ricans and other Latino groups could limit the
generalizability of the results. The political and social relationships of Puerto Rico as
territory of U.S. create a particular scenario in which influence from U.S. in terms of culture,
economics, and political structures are very strong, and some argue are determinant factors.
Clearly there are contextual differences but there are also shared similarities in language and
culture.
Conclusions
This study illustrated the importance of developing a male-friendly early detection and
referral program for ED. Although the unique circumstances associated with college life
provide an excellent opportunity for mental health detection during a period of transition to
adulthood,33 many barriers to help seeking in student populations have been identified.33, 45
Lack of perceived need for help, being unaware of services or insurance coverage,
skepticism about treatment effectiveness, concern about privacy, and lack of knowledge
about available services in college 45, 46 are some of the barriers to treatment-seeking
mentioned by college students. The mere availability of free access to services including
primary care, psychotherapy, and counseling is not sufficient to engage and retain college
students in treatment. Additional efforts are required to inform students about available
services and to encourage them to use the services. Awareness by college administrative and
health services of the problem is the first step in designing and developing new approaches
to detect disordered eating behaviors that put students at risk of developing an ED.
Specifically, the use of active outreach and educational campaigns 34 including internet-
based delivery methods that have been successfully applied for behavior change and
treatment 32 could be an important and effective approach. The use of online screening and
monitoring could track symptom emergence and change and link to campus health systems.
32 These represent possible avenues to address lack of awareness of available services for
students in need. The appropriate diagnosis and treatment of ED is critical to reduce burden
of illness and mortality 47, 48 and to promote mental health and wellness and enhance
students’ academic success. Clearly, such programs should be adapted and culturally
tailored to meet the needs of both female and male students from various racial and ethnic
backgrounds.46, 49
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